By compilation of 13 published reports grouping 115 prognosis of patients taken onto RRT [1] . Despite more intensive information provided to general practi-observations, Walser and Hill found that, on average, the 'true' GFR was indeed about 25% lower than the tioners and various categories of specialists pleading for an early referral of patients with even moderate measured Ccr [3] . The overestimation of the RRF based on the Ccr in patients with advanced CRF has renal insufficiency to competent nephrologists, it remains all too frequent that RRT is initiated either to be stressed and the use of a less imperfect indicator is highly recommended [4] . Similarly, the accuracy of in emergency situations, such as massive fluid overload and pulmonary oedema, or uncontrollable hyperten-another widely used indicator of RRF, as well as of 'adequacy of dialysis', Kt/V urea, is also open to sion or in patients who are severely debilitated due to malnutrition induced by anorexia and digestive symp-criticism due to the errors in evaluating the urea distribution volume ( V ) in clinical practice. The clinical toms in relation with a severe uraemic state. Actually, 'Dialysis should be initiated to promote wellness and estimation of total body water space ( TBW, estimated at 55-58% of body weight) nor even the use of not to rescue from illness' [2]. In many ways, a safe follow-up procedure for patients with advanced-stage sophisticated formulae based on anthropometric data (e.g. Watson formula) are universally accepted as reliuraemia can be compared with that applied for a smooth landing of an aircraft at a 'Dialysis initiation able compared, for example, with results obtained with Bioelectrical Impedance Techniques [5]. airport' using the navigation instruments listed in Table 1 .
Recommendation and guidelines
Correspondence and offprint requests to: C. Jacobs MD FRCP, In spite of these methodological uncertainties some [11] showed that a hypothetical average-size patient treated with CAPD with high Foundation Dialysis Outcomes Quality Initiative (DOQI ) guidelines, under appropriate conditions average peritoneal transport, an initial residual urea clearance of 7.5 ml/min and a urea generation rate of 'patients should be advised to initiate some form of dialysis when the weekly renal Kt/Vurea falls below 8.5 g/day could maintain a global Kt/V urea of 2.0 for approximately 8 months with a single 2.5 l nocturnal 2.0'. This corresponds to a renal Ccr that ranges between 9 and 14 ml/min/1.73 m2 and a residual GFR exchange and up to 17 months with two nocturnal exchanges of 2.5 l each. With haemodialysis this goal of about 10.5 ml/min/1.73 m2 [6 ] . Also, taking into account the highly detrimental effect of malnutrition can be achieved during 5 months with 1 weekly dialysis session gradually increased from 1 to 8 h, followed up in patients with severe renal insufficiency, the DOQI guidelines also give the following advice: 'In the to 36 months by a weekly regimen of two haemodialysis sessions with a gradually increased duration from absence of comorbid causes of anorexia and after unsuccessful intervention by a registered dietician, dia-1.5 to 6 h each. lysis should be started in patients when normalized protein equivalent of nitrogen appearance (NPA) spontaneously falls below 0.8 g/kg/day'.
Low protein diet-an alternative? Postulate and practice
Whether initiation of dialysis can be deferred for a more or less prolonged period of time by a low (or very low) protein diet supplemented by essential amino In several series of patients taken onto RRT in the early years of the present decade, the RRF expressed acids or their keto-analogues has been extensively debated over the past 25 years on both sides of the in terms of weekly Kt/V at the start of dialysis was actually markedly lower than the value set forward in Atlantic Ocean [3, 12] . The advocates of restricted protein diets set forward attractive benefits, such as the DOQI guidelines, ranging between 0.68, 0.72 and 1.05 in patients reviewed in the USA, Canada and the the alleviation of uraemic clinical symptoms and improvement of electrolyte and acid-base disturbances, UK respectively. If one assumes an average decline of residual urea clearance of −0.333 ml/min/month, one forestelling of dialysis with a retardation of progression of renal failure, even at an advanced stage. The sceptics would have to start dialysis to maintain a weekly Kt/Vurea of urea 2.0 between 20 and 11 months earlier point to the progressively diminishing compliance (many patients object to rigidly restricted dietary regiif one takes the example of patients investigated in the USA and the UK, respectively [2] . If the DOQI mens because of the impact on the quality of life), the high cost of pharmaceutical supplements and the guidelines were implemented, of course a heavy additional burden would fall on the health-care budgets of risk of more or less overt protein malnutrition.
Malnutrition has a well documented adverse effect on developed countries. This looks even more unrealistic in developing countries. If the health-care fund pro-patient outcome. A recently published study by an expert in the field highlights the key issues of this longviders are approached to accept such strategies, the proposed policy must be justified by more convincing lasting controversy [3] . Seventy-six patients with a residual GFR of less than 15-10 ml/min were submitevidence than the results of the retrospective analysis of the literature, as provided by the DOQI guidelines, ted to a diet of 35 kcal BW/day containing 0.3 g protein/kg/BW supplemented with 10 g of essential or the data collected in limited clinical studies performed more than 10 years ago in Italy [7, 8] and more amino acids or 2.8 g/10 kg BW of keto-acids. During the 93 patient-years period of observation, the annual recently in the UK [9] . An unequivocal benefit from 'early initiation of dialysis' (using DOQI guidelines) mortality was 2.5% and hospitalization episodes 0-2 per patient-year. The median renal survival to dialysis on the mortality and morbidity of dialysis patients remains to be demonstrated. This will require prospect-was 363 days ranging from 1 week to 4 years. No significant deterioration of biological nutritional indiive, controlled, randomized trials conducted in large unselected populations of patients with CRF.
ces was observed between the start of dietary treatment and initiation of dialysis. However, as had been found in earlier studies carried out by several European
The concept of incremental dialysis investigators, the compliance of the patients with the dietary prescriptions was 'only fair', the true median protein intake from food (0.48 g/kg BW/day) Meanwhile, the revived debate on this issue has led to the development of the concept of 'incremental dia-amounting to 160% of that prescribed. The patients studied represent a minority of the ESRD population lysis'. This concept is based on the principle that patients with advanced CRF should maintain a con-by their low co-morbidities, indeed 'a self-selected group'. To what extent such a strategy of treatment stant weekly global Kt/Vurea of 2.0 by adding to the RRF an adequately titrated dose of dialysis. This dose can be transferred from a clinical research programme into general clinical practice remains an issue which has to be increased over time according to the progress-has not received a clear-cut response during the past References two decades.
